Monthly breast self-exam
by women of age 20 and older.
A professional physical
examination of the breasts every 3 years for women age 20-40 and an n ually for women 40 and over. 3. Yearly mammogram for women 50 years of age and older; every 1 to 2 years for women aged 40-49; and a baseline mammogram for those 35-39. Two major studies have demonstrated the benefits of early detection. The Health Insurance Plan of Greater New York Screening Project (HIP) involved 62,000 women and tested the benefits of 4 annual examinations including breast palpation and mammography. In women aged 50 and older who received the annual examinations, breast cancer mortality at 5 years was reduced by 50% (Shapiro, 1982) . The Breast Cancer Detection Demonstration Project (BCDDP) in the mid 1970s enrolled 280,000 women. Data from BCDDP strongly suggested that annual mammography played a key role in detecting cancers at a stage when prognosis is favorable (Howard, 1987) . The BCDDP also showed the benefit of mammography for women aged 40-49, with 35% of cancers in that age group detected by mammogram alone (Baker, 1982) .
Although the benefits of early detection have been demonstrated, deterrents to the use of mammography also have been identified. Howard (1987) identified the following as deterrents: risks of radiation, "unnecessary" biopsies, overdiagnosis financial costs, and women's and physicians' attitudinal barriers. Controversy regarding recommendations for women aged 40-49 followed a review of the HIP data (Seidman, 1987) . The National Cancer Institute, in disagreement with the ACS regarding this data, recommends mammography in asymptomatic women only after age 50.
Dedicated mammography equipment with decreased energy levels and the introduction of low-dosescreen techniques have substantially decreased the risk of radiation from mammography while improving quality of the images (Marchant, 1986) . However, fear of radiation and lack of knowledge of new techniques remain barriers.
BARRIERS TO IMPLEMENTATION
Barriers to implementation of national programs and local workplace-based programs are similar and need to be addressed by nurses. The Breast Cancer Detection Awareness Program of the ACS is a multifaceted approach to overcoming barriers to implementation of ACS/NCI recommendations.
The Breast Cancer Awareness Project provides education for both professionals and the public. Professional education programs include direct mailings to primary physicians, continuing education programs for community physicians, articles in professional journals, programs for medical and health professional students, and cooperation with other professional groups. Public awareness campaigns include media presentations, literature and pamphlets, participation in health fairs, and classes in breast self examination.
A program presented in the southeastern United States involved cooperation between the ACS, a local television station, mammography facilities, and volunteers. The television station provided publicity; the ACS trained volunteers and established schedules and locations for classes; volunteers taught classes in breast self examination (BSE) and the benefits of mammography; and mammography facilities agreed to provide low-cost mammograms for women who attended the classes.
Prior to the presentation of the community-wide program, a survey of community radiographic equipment was conducted. Only facilities using dedicated, low-dose mammography equipment were invited to participate. Those facilities agreed to provide mammography for $50 during a limited time for women who attended BSE classes and met ACS guidelines.
Although the usual cost of a mammogram is $100-$200, some cost to the facilities was recovered in increased volume, and some expenditures were considered community service or marketing because of the intense media campaign. Through this cooperative effort, barriers of lack of knowledge, fear of radiation, and cost were lessened. As a result, 358 women received mammograms, and four were diagnosed with breast cancer.
In conjunction with this massive community project, one hospital employer presented BSE classes and low-cost mammography for employees. The Breast Imaging Center in the facility participated by providing low-cost mammograms for program participants. This program was so effective and well received that efforts were begun to extend the availability of mammography to hospital employees on an ongoing basis.
The following discussion will focus on the details of implementing a worksite mammography program in one hospital. However, utilizing management skills and community resources, the occupational health nurse can initiate a similar program for any worksite.
PROGRAM IMPLEMENTATION
Additional impetus for implementing a mammography program at the hospital was the media release in a local newspaper reprint of the ACS statistics, that in 198741,000 women in the United States would be newly diag-nosed with invasive breast cancers and 4,000 would die from the disease (Nesmith, 1987) . To make those statistics more relevant, six female employees at the hospital were treated for breast cancer during the previous year. The Employee Health Service responded to this very real threat to women's health with a more aggressive prevention program.
ECONOMIC IMPACT
The employee health nursing staff had routinely taught and reinforced BSE during the employee's annual physical assessment, but prior to 1988 mammography was not available as a benefit, only as an accessible convenience. The average cost of a basic screening mammogram in this city is $100.00. Some health insurance policies cover a percentage of the costs. Many female employees, however, had minimal health insurance or relied on the county health department to meet health care needs. Frequently employees would need to miss a day of work to access county services. This large group of women could not afford preventive health care.
The Occupational Health Nurse as Employee Health Advocate
In retrospect, several clear facilitators (see Table 1 ) that contributed to the implementation of the worksite mammography program can be identified. The key ingredients in promoting any program are enthusiasm and a rationale that identifies need, cost-containment, and program responsibility. Key managers/ administrators who had the authority to make a program happen were involved. As the employee health advocate, the occupational health nurse assumed the responsibility for organizing key personnel and writing the program justification for administrative approval. Once approved, administrative approval and financial support gave credibility and affirmation to the new program (Table 2) .
Mammography as an Employee Benefit
Approval was obtained from the hospital administrators to explore the feasibility of mammography as an employee benefit. The radiologists donated professional fees for mammogram interpretation. Employees were asked to pay only $25.00 for the screening and the hospital incurred the additional $25.00 of actual costs. The program thereby became affordable for the lower income employees.
Contrary to a popular misconception, no magic "bottom drawer" exists whereby hospital admin- 2. Specify the employees' needs in relation to total number offemale employees, aged 35 or over, in the organization and the constraints of time and costs involved. Include the current rate of breast cancer in women in general as well as the specific rate in the institution.
3. State the economic impact to the organization for the period of time proposed and contrast with expenditures for hospitalization, medical care, sick pay, and employee mortality.
4.
Emphasize cost-containment options. Clarify financial obligations expected of the institution, collaborating departments, sponsors, or community resources.
5.
Identify program eligibility requirements (ACS guidelines) for employee participation. Develop procedures for communicating results and provisions for follow-up referral.
6. Provide statistical data, at least annually, that include the total number of participants, non-participants, mammography outcomes, and cost/benefits of the program.
istrators can withdraw monies to underwrite health promotion programs. Cost-conscious occupational health nurses can frequently find monies available in their own budgets to help offset costs. For example, the Employee Health Service determined that chest x-rays were a big budget item. Chest x-rays in a well population are generally of little clinical value, except to provide baseline data. Therefore, the clinical indicators for providing chest x-rays were redefined in accordance with the CDC guidelines for health-care workers, and it was determined that money could best be spent providing mammograms (Williams, 1983) . Since 35% of the hospital staff are females age 35 and over, provision of mammograms seemed a prudent investment.
Publicizing the Program
Prior to implementation of the mammography program, the CEO of the hospital enthusiastically announced the initiation of the pro-gram to the management staff. Administrative support cannot be underestimated. Publicity through the hospital's newsletters was also an effective means of promoting the program.
INTERDEPARTMENTAL OR AGENCY COOPERATION AND PROCEDURES
A cooperative effort between the management of the Radiology and Employee Health Service departments was another key facilitator in effective implementation of the mammography worksite program. To decrease the impact on the Radiology Department staffing and to ensure the educational component of the mammography program, mammograms were offered through the Employee Health Service at the time of the employee physical assessment.
The Employee Health Service follows the American Cancer Society guidelines for mammograms regarding age and other clinical indications for mammography (ACS, 1986) . The mammography request, given to the employee at the physical assessment, signifies to the Radiology Department eligibility for low-cost mammography. The mammogram interpretive reports are sent to the Employee Health Service and are used to validate charges each month. Mammography reports are filed in the employee's health record. The Radiology Department also forwards a copy of the report to the employee's physician, if requested.
FOLLOW UP
Mammography reports are routinely forwarded to the Employee Health Service from the mammography center, and, ideally, a copy of the report is sent to the employee and her private physician, if designated. However, it is not assumed that the woman has received a copy of the report. Follow-up on abnormal findings and recommendations of the mammogram report is a critical part of the cancer detection program.
Utilizing nursing skills that allay fears but encourage thorough evaluation, engenders confidence in the department and the program. Memos indicating the need for further evaluation are sent to employees by the occupational health nurse. Employees then have the opportunity to discuss the results and recommendations. This reduces the woman's anxiety and encourages compliance with the recommendations.
Program Maintenance
The initial experience indicated that 49% of the women who received a screening mammogram required further diagnostic tests ranging from a spot film, ultrasound, or repeat mammogram to biopsy. All this information became the basis for subsequent data analysis and program evaluation (see Table 3 ). Appropriate data collection will be used to justify program continuation.
POTENTIAL PROGRAM BARRIERS

Negative Public Attitudes
Just as facilitators contribute to the success of a mammography program, Culver, Alexander 
RECOMMENDATIONS
The program evaluation over the next year will be based on the number of mammograms, type of follow-up recommended, the diagnostic outcome of the follow-up procedures, and the reasons for not proceeding with follow-up evaluation (see Table 3 ). Appropriate nursing intervention will be developed in response to the reasons given by employees for not following up with the recommendations for additional diagnostic procedures. Close monitoring of the apparently high number of recommended follow-up procedures as well as false positives is indicated. Employee feedback regarding program satisfaction will be an essential component to ensure ongoing participation by the women.
The role of the nurse as educator will be crucial to development and continuation of an effective worksite resources for screening, follow-up, counseling, and data collection and analysis also threaten the continuation of the program. Employees have more confidence in a program when results are communicated, and administrative support is more likely when justification is documented.
False Positives
Sixty-five mammogram reports have been received for the first three months of the worksite program. Thirty-two (49%) revealed suspicious findings. Follow-up by spot film and/ or ultrasound were required for differentiation. Correlation of findings with breast physical exam was routinely recommended. Three women were referred for biopsy: two biopsies were negative, and following breast exam the third woman's physician recommended a 6-month repeat mammogram.
Inadequate Human Resources
Failure to provide adequate human
Accessibility of Screening
A potential barrier also can be seen when the program is self-limited or not available at times or locations convenient to the employee or the Radiology Department. The hospital program described has been established as an ongoing health benefit to female employees, and is available during normal operating hours. Location could be an impediment for worksites other than hospitals, unless arrangements with mobile units are made on a routine basis.
Negative Attitudes of Private Physicians
Another deterrent to employee acceptance of the program can be the attitude of the woman's private physician. If the woman is followed regularly by a gynecologist, that physician is probably an advocate of the ACS guidelines for mammography (ACS, 1986) . However, not all internists and general practitioners support or advocate routine mammograms as endorsed by the ACS and ACOG (American College of Obstetricians and Gynecologists) (ACS, 1985) .
Acknowledging differences of opinion and stressing the importance of the woman's involvement in disease prevention may result in a decision to avail herself of the program irrespective of the physician's objections or indifference. This likelihood increases with the opportunity to take advantage of the program without need for a physician's order and as an affordable employee benefit. some factors also will be barriers (Table 4) to implementing this plan. Procrastination and/or the belief that "breast cancer can't happen to me" are attitudes women often have. An education program and the opportunity to counter these attitudes with accurate information are important. The physical assessment or clinic visit can provide the nurse with the "teachable moment" for discussion of cancer awareness and detection.
2.
3.
4.
The key ingredients in promoting any program are enthusiasm and a rationale that identifies need, cost-containment, and program responsibility.
Utilizing nursing skills that allay fears but encourage thorough evaluation, engenders confidence in the department and the program.
Employees have more confidence in a program when results are communicated, and administrative support is more likely when justification is documented.
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